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FOCUS ON PREVENTION 

The Value of Prevention 
George Miller, PhD 

It is widely perceived that the U.S. health care system needs to transition from a culture of reactive treatment of disease 
to one of proactive disease prevention and wellness promotion. Many argue that shifting spending from treatment to 
prevention would improve the public’s health and would save health care dollars. This article explores the validity of these 
assertions in an attempt to help clarify how to think about the value of prevention. 


What is Prevention? 

Prevention activities are frequently characterized using 
the standard three categories of primary, secondary, and 
tertiary prevention. Although many researchers use these 
terms, they are not used consistently and are not always 
defined precisely. In our use of the terms, primary preven- 
tion consists of interventions to prevent the occurrence 
of disease or disability, and it includes most public health 
measures, immunizations, and health behavior counsel- 
ing. Secondary prevention detects and arrests disease or 
disability in early asymptomatic stages. Screening (e.g., 
for breast or colon cancer) and related follow-up activi- 
ties are common examples of secondary prevention. 
Tertiary prevention inhibits already symptomatic illness 
or injury from progressing. In what follows, we will use 
the term “prevention” to refer to primary and secondary 
prevention (using the above definitions) but not tertiary 
prevention, most of whose activities involve the treat- 
ment of medical conditions. For the military, prevention, 
especially primary prevention, is also closely tied to 
readiness. 
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What Does the U.S. Spend on Prevention? 

Many investigators assert that the U.S. spends three 
percent or less of its health care dollars on prevention. 
However, there appears to be little quantitative basis for 
these claims. A recent study attempted a careful account- 
ing of the portion of national health expenditures that 
constitute spending on prevention. 1 The study captured 
the portion of spending included in the government’s 
official National Health Expenditure Accounts devoted 
to prevention, including medical preventive services, 
dental preventive services, public health, and prevention 
research. 2 

The analysis concluded that 8.6 percent of national health 
expenditures in 2008 (the latest year included in the 
study) went to prevention - nearly three times as large as 
the commonly cited figure of three percent. However, this 
estimate depends on the definitions used. For example, 
the estimate falls to 8.3 percent when prevention-related 
research is excluded, 5.3 percent when consideration is 
limited to primary prevention plus screening, 4.4 percent 
for primary prevention alone, and 3.1 percent if only 
public health expenditures are counted. 

What Should the U.S. Spend on Prevention? 

While spending on prevention appears to be greater than 
commonly assumed, it remains a relatively small portion 
of national health expenditures in the U.S. However, 
the percent spent on prevention is not by itself evidence 
that it is insufficient. A further argument sometimes 
made is that preventive interventions are inexpensive 


1 Miller G et al., “What Is Currently Spent on Prevention as Compared 
to Treatment?” in Prevention vs. Treatment: What’s the Right Balance? (HS 
Faust and PT Menzel, eds.) Oxford University Press, 2011. 

2 http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics- 
Trends-and-Reports/NationalHealthExpendData/index.html . 





and prevent very expensive conditions, thereby saving 
money. Though some preventive interventions are inex- 
pensive, (1) they are generally applied to large groups of 
individuals, most of whom would not have contracted the 
target conditions in the absence of prevention; and (2) 
the costs of many preventive services include subsequent 
expenses, such as identification of false positives from 
screening, confirmation and follow-up of true positives, 
and treating the side effects of the prevention intervention 
itself. When all costs are included, most clinical preven- 
tion interventions do not save money. Note that this is not 
the case for many non-clinical primary prevention activi- 
ties discussed in the next section. 

One way to evaluate the relative value of prevention and 
treatment interventions, even if they are not cost saving, 
is through cost-effectiveness analysis (CEA). CEA 
computes the ratio of the incremental cost of an interven- 
tion to its effectiveness, where effectiveness is measured 
in terms of the clinical impact of the intervention, such 
as quality-adjusted life years (QALYs) saved. 3 A lower 
cost per unit of effectiveness gained corresponds to an 
intervention with greater value. The Tufts Medical Center 
maintains a registry of CEA studies for both preven- 
tion and treatment interventions. 4 An analysis of 1,500 
cost-effectiveness ratios in that registry found that the 
distribution of the cost-effectiveness across many preven- 
tive services, particularly clinical preventative services, 
is similar to that of treatment and that most do not save 
money. 5 Note, however, that this does not imply that 
investments in prevention are not worthwhile. The major- 
ity of prevention interventions, as well as the majority of 
treatment interventions, included in the study are highly 
cost-effective - that is, they provide good value for the 
money invested in them. 

While there is little evidence that many preventive services 
provide significantly greater value overall than treatment, 
there are some indications that prevention is underfunded. 
There tends to be a “treatment bias” that causes an under- 
investment in prevention relative to treatment: payment 
systems have historically favored treatment; there appears 
to be a psychological bias in favor of “rescue medicine”; 
investments that provide near-term benefits (as with treat- 
ment) are favored over those whose benefits occur in 


3 CEA and QALYs are discussed further in the Skills and Methods section 
of this newsletter. 

4 https://research.tufts-nemc.org/cear4/default.aspx 

5 Cohen JT et al., Does Preventive Care Save Money? Health Economics 
and the Presidential Candidates, New England Journal of Medicine 2008; 
358(7): 661-663. 


the future (as with prevention); and investments whose 
benefits accrue to identifiable individuals (i.e., treatment) 
are favored over those whose individual beneficiaries 
cannot be identified (i.e., prevention). A comparison of 
cost-effectiveness ratios from the Tufts CEA registry for 
cardiovascular disease (CVD) indicates that the average 
cost-effectiveness for preventive measures is somewhat 
lower (i.e., better) for prevention than for treatment, indi- 
cating that shifting spending from treatment to prevention 
would provide greater value (i.e., that there is a treatment 
bias). This is confirmed by a mathematical model-based 
analysis of the tradeoffs between prevention and treat- 
ment of CVD, which indicates that shifting some spending 
from treatment to prevention would improve overall cost- 
effectiveness. 6 In addition, other analyses suggest that 
many recommended preventive services are not being 
performed. In fact, if all services recommended by the 
U.S. Preventive Services Task Force 7 were fully delivered 
to their target populations, it is estimated that the percent 
of national health expenditures devoted to prevention 
would increase from 8.6 percent to nearly 12 percent. 

Although still present, it is likely, however, that treatment 
bias is less of a concern in the Military Flealth System 
(MFIS) for two reasons. First, much of the beneficiary 
population of the MFIS consists of members of the DoD 
workforce, for whom prevention reduces lost duty days 
and time on limited duty. In addition, prevention is recog- 
nized as making an important contribution to total force 
readiness. In fact, the mission of Navy Medicine - to 
“enable readiness, wellness, and health care to Sailors, 
Marines, their families, and all others entrusted to us 
worldwide — be it on land or at sea” - implies a signifi- 
cant emphasis on prevention. 

Is There a Focus on the “Wrong” Type of Prevention? 

Most of the preventive measures that have been discussed 
to this point are clinical interventions that are directed 
at primary or secondary prevention. Flowever, there is 
a much broader class of primary prevention initiatives 
that are community-based and do not directly involve the 
health care delivery system. These include many public 
health initiatives, such as campaigns to reduce smok- 
ing or obesity, workplace wellness programs, and other 
interventions directed at the “determinants of health”. 8 


6 Miller G et al., Tradeoffs in Cardiovascular Disease Prevention, Treat- 
ment, and Research. Health Care Management Science 2013; 16(2): 87-100. 

7 http://www.uspreventiveservicestaskforce.org/ . 

8 For more on the determinants of health, see the New Knowledge section 
of this newsletter. 
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The determinants of health are commonly grouped into 
five domains, and interventions involving three of them 

- behavioral choices (involving diet, exercise, smoking, 
etc.), social circumstances (such as education, employ- 
ment, and income), and environmental conditions (such 
as air and water quality and various aspects of the built 
environment) - constitute non-clinical primary preven- 
tion. 

Within the MHS, Operation Live Well provides a focus 
on non-clinical primary prevention with a set of tools, 
resources, and original content, such as cookbooks, to 
help military families maintain a healthy lifestyle . 9 This 
initiative addresses behavioral choices that promote active 
living, healthy eating, tobacco-free living, and mental 
and emotional well-being. In addition, many nonclinical 
initiatives occur outside the MHS and are paid for by the 
line (e.g., the “That Guy” and the “Keep What You’ve 
Earned” campaigns, both of which address excessive 
drinking; Operational Stress Control (OSC); and train- 
ing for tobacco cessation and discouragement). The MHS 
also capitalizes on other government-funded non-clinical 
primary prevention campaigns (e.g., initiatives through 
the Centers for Disease Control and Prevention). 

There is a growing body of evidence that non-clinical 
primary prevention can have greater value than clinical 
preventive services. For example, a recent review of differ- 
ent classes of prevention interventions in the Tufts CEA 
registry concluded that non-clinical preventive measures 

- particularly environmental measures that target entire 
populations - tend to have better cost-effectiveness and 
are more likely to be cost-saving than clinical preven- 
tion measures . 10 Moreover, a simulation-based analysis 
compared the costs and effectiveness of expanding insur- 
ance coverage, delivering better preventive and chronic 
care, and protecting health by enabling healthier behav- 
ior and improving environmental conditions. The study 
concluded that only protecting health slows the growth in 
the prevalence of disease and injury, saving more lives at 
a lower cost . * 11 


9 http://www.health.mil/Military-Health-Topics/Operation-Live-Well . 

10 Chokshi DA, Farley TA, The Cost-Effectiveness of Environmental Ap- 
proaches to Disease Prevention, New England Journal of Medicine 2012; 
367(4): 295-297. 

1 1 Milstein B et al., Why Behavioral and Environmental Interventions Are 
Needed to Improve Health at Lower Cost, Health Affairs 2011; 30(5): 823- 
832. 


Summary 

The U.S. spends more on prevention than is commonly 
understood, and the overall value of clinical preventive 
services is similar to that of treatment. Even so, there is 
evidence that the overall value of medical care would 
probably improve with a shift of some spending from 
treatment to prevention. Perhaps more importantly, non- 
clinical primary prevention has promise for producing 
high-value results, including cost savings and improved 
population health. More research is needed to build 
the evidence for this value and to develop methods for 
presenting this evidence in compelling ways to decision 
makers. 

Dr. George Miller is a Senior Fellow with the Altarum Insti- 
tute s Center for Sustainable Health Spending and serves as a 
consultant with BUMED ’s M-81 directorate. 

SKILLS AND METHODS 

-MEASURING THE VALUE OF PREVENTION 

Investments in prevention should ideally be influenced 
by assessments of their value from an economic perspec- 
tive. There are various ways to measure the economic 
efficiency of a specific investment in prevention (or treat- 
ment). In this article, three common methods are briefly 
introduced: cost-effectiveness analysis, cost-benefit anal- 
ysis, and return on investment analysis . 12 

Cost-Effectiveness Analysis 

Perhaps the most commonly used method for measur- 
ing the value of prevention or treatment options from the 
perspective of society as a whole is cost-effectiveness 
analysis (CEA). CEA represents the value of an initiative 
as its cost per unit of effectiveness. In computing cost- 
effectiveness, costs should include all present and future 
changes in outlays and opportunity costs associated with 
the initiative, while effectiveness is measured in terms 
of changes in health outcomes such as cases of disease 
prevented or years of life saved. A common metric for 
effectiveness is quality-adjusted life years (QALYs) saved 
by the initiative. The QALY construct captures both the 
morbidity and mortality impact of an initiative in a single 
measure by assigning each year of life a value between 


12 The application of these and other methods to assessment of the value of 
prevention is discussed in more detail in Miller W et al., Report on Economic 
Models of Prevention Benefits, NORC at the University of Chicago, April 
2013. Available at: http://aspe.hhs.gov/sp/reports/2013/EconomicModels/ 
rpt EconomicModels.pdf . 
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0 and 1, where 1 represents “perfect” health and 0 corre- 
sponds to death. (Note: When cost-effectiveness is 
expressed in terms of cost per QALY, it is also referred 
to as cost-utility analysis.) In computing the cost-effec- 
tiveness of an initiative, a discount rate (frequently three 
percent per year) is generally applied to both cost and 
effectiveness that occur in the future. 

More precisely, the cost effectiveness of an initiative can 
be expressed as: 

CE = AC/AQ 

where AC represents the change in discounted costs 
associated with introduction of the initiative, and AQ 
is the change in discounted effectiveness (e.g., QALYs 
achieved) for the initiative. With a societal perspective, 
AC and AQ should capture all impacts of the initiative, 
regardless of the individual or group to which they accrue. 
The value of CE can be compared for multiple potential 
initiatives to determine which has the lowest value of CE 
(i.e., is most cost-effective and therefore preferred from 
an economic perspective). Alternatively, CE for an initia- 
tive can be compared with an upper threshold to determine 
whether the proposed initiative has a cost-effectiveness 
that is within a societally-acceptable range. Threshold 
values between $50,000 and $100,000 per QALY have 
been suggested for this purpose, though these numbers 
are somewhat arbitrary. 

There are numerous technical issues (and associated 
controversies) regarding the conduct of CEA. The Panel 
on Cost-Effectiveness in Elealth and Medicine, a nonfed- 
eral panel with expertise in CEA, clinical medicine, 
ethics, and health outcomes measurement, was convened 
in the early 1990s by the US Public Elealth Service (PEIS) 
to address these issues. The panel’s findings, which are 
currently undergoing revision by a newly-convened 
panel, are published in a book that has become an impor- 
tant reference for the conduct of CEA. 

Cost-Benefit Analysis 

Another way to express the value of an initiative from a 
societal perspective is with cost-benefit analysis (CBA). 
CBA requires expressing the benefits of the initiative in 
dollar terms, where various methods have been proposed 
for establishing a dollar value for health benefits. The net 
(discounted) dollar value of the initiative is then used as 
the measure of the initiative’s economic efficiency: 

CB = V AQ - AC 


where V is the monetary value of a unit of effectiveness, 
and AQ and AC are as defined above. For example, a 
prevention initiative that costs $1000 per individual and 
results in benefits that are valued at $1500 per person 
produces a net positive benefit of $500 per person. 

Return on Investment Analysis 

Return on investment (ROI) analysis represents an 
initiative’s value from the perspective of an individual 
investor, such as an insurer or a health care system. It is 
expressed as the net dollar impact of the initiative to the 
investor divided by the size of the investment, expressed 
as a percent: 

ROI = 100(R — C)/C 

where R represents the proceeds from the investment that 
accrue to the investor and C corresponds to the size of the 
investment. A prevention initiative that costs $1000 per 
individual and results in an average reduction in health 
care costs of $1500 per person produces an ROI of 50 
percent. 

For example, the economic efficiency of workplace well- 
ness programs is frequently assessed using ROI analysis 
conducted from the perspective of an employer consid- 
ering adopting such a program. In such an application, 
the value of R might include the estimated dollar value 
of reduced absenteeism and presenteeism, as well as the 
reduction in employer-borne health care costs (or health 
insurance premiums) associated with a wellness program. 
The value of C would represent the cost of the program 
to the employer. 

DATA AND INFORMATION SYSTEMS 

- POPULATION HEALTH PORTAL AND 
POPULATION HEALTH NAVIGATOR 

The Military Health System Population Health Portal 
(MHSPHP) and Population Health Navigator (PHN) 
are other sources of MHS and Navy-specific data for 
non-programmers. Like the MHS Mart (M2), the data 
in MHSPHP and PHN are derived from the MHS Data 
Repository (MDR). MHSPHP and PHN only contain data 
on enrolled populations. Users can obtain various metrics 
to monitor compliance, as well as download data tables 
for further analysis. This article highlights data and the 
metrics available through MHSPHP and PHN. 
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MHS Population Health Portal (MHSPHP) 

The MHSPHP allows MTFs to access health care data in 
order to manage the health of enrolled patient populations. 
Clinical staff can monitor enrollees for specific conditions, 
frequent utilizers, and other important medical conditions 
to support improvements in population health and identify 
those enrollees who should be enrolled in disease manage- 
ment or case management services. The metrics provided by 
MHSPHP are standardized and can be generated for various 
denominators from MTF-level to Service- or Region-level 
and used for comparisons across specific populations (e.g. 
MTF enrollees). Below is a list of specific metrics available 
through MHSPHP: 

• Antidepressant Medication Management 

• Asthma Meds Management 

• Breast Cancer Screening 

• Cervical Cancer Screening 

• Children with Pharyngitis - Appropriate Testing 

• Children with URI - Appropriate Treatment 

• Chlamydia Screening 

• Cholesterol Management for CVD patients 

• Colorectal Cancer Screening 

• Diabetes Care 

• Imaging Studies for Low Back Pain 

• Mental Health Follow-up 

• Well Child 

• All HED1S Measures 

• HEDIS 

• All Prevalence Report 

• Obesity/Overweight 

• DM1S Code Reference 

The HEDIS metrics included under MHSPHP are ‘HEDIS- 
like’ based on exclusions entered locally, as there are 
limitations in determining if all the HEDIS criteria for the 
numerator and denominator were met (e.g., continuous 
enrollment). 

Population Health Navigator (PHN) 

The PHN Dashboard, created and maintained by the Navy 
and Marine Corps Public Health Center (NMCPHC), is a 
secure, web-based tool that displays clinical performance 


results for MTFs with intra-facility comparisons and perfor- 
mance over time. The PHN Dashboard metrics are also 
standardized and can be used for comparison analysis across 
Navy MTFs. The PHN allows MTFs to assess data quality, 
enrollment management, demand forecasting, utilization of 
services, and quality of health care provided to beneficiary 
populations. It also transforms health care data into action- 
able information by identifying Prime enrollees in potential 
need of clinical preventive, disease management or case 
management services. The PHN under the Clinical Business 
Intelligence Suite contains the following metrics: 

• Asthmatics with Long Term Medication (HEDIS) 

• Asthmatics with Steroid Use (Navy) 

• Cancer Screening -Breast (Navy) 

• Cancer Screening - Cervical (HEDIS) 

• Cancer Screening - Colon (HEDIS) 

• Diabetics - A1 C Completed (HEDIS) 

• Diabetics - LDL <100 (HEDIS) 

• Diabetics -A1C<= 9.0 (HEDIS) 

• Diabetics - Screened for LDL (HEDIS) 

• Cardiovascular Disease (CVD) - Screened for LDL 
(HEDIS) 

• Cardiovascular Disease (CVD) - LDL < 100 
(HEDIS) 

• Antidepressant Medication ->= 84 Days (HEDIS) 

• Antidepressant Medication ->=180 Days (HEDIS) 

• Mental Health - Follow-up within 7 Days (HEDIS) 

• Mental Health - Follow-up within 30 Days (HEDIS) 

• Children - >=6 Well Visits (HEDIS) 

• Tobacco Use Screening (Navy) 

• Tobacco Diagnosis Screening (Navy) 

• Tobacco Use Intervention (Navy) 

Like the MHSPHP, the HEDIS metrics included under PHN 
are ‘HEDIS-like’. Other metrics were derived from Navy- 
specific methodologies. 

To obtain more information on MHSPHP and PHN or to 
request an account, please visit http://www.med.navv.miF 
sites/nmcphc/health-analvsis/clinical-performance-measure- 
ment/carepoint-mhsphp/Pages/default.aspx . 
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NEW KNOWLEDGE 

-NOTED PUBLICATIONS 

Below are two publications that provide a more in-depth 
look at the value of prevention. 

Prevention vs. treatment: what’s the right balance? 
Faust FIS and Menzel PT, eds. 

Oxford University Press, 2011. 

This book consists of 16 essays discussing the value 
of prevention as compared to that of treatment from 
economic, philosophical, legal, and religious and cultural 
perspectives. This multi-disciplinary approach provides 
a fascinating look at alternative ways to think about the 
value of prevention and the appropriate balance between 
providing preventive services and treating disease and 
disability. 

Read more about this book at 

http://www.oxfordscholarship.com/view/10.1093/acprof: 
oso/97801 99837373 .001 .000 l/acnrof-9780 199837373. 

The case for more active policy attention to health 
promotion 

McGinnis JM, Williams-Russo P and Knickman, JR 
Health Affairs 2002: 21(2): 78-93. 

There is a growing interest in the determinants of health, 
including possible cost-effective (or even cost-saving) 
targets for primary prevention interventions. This paper is 
an early, frequently-referenced summary of the determi- 
nants of health and the relative importance of each of them. 
It classes the determinants of health into five domains: 
genetics, social circumstances, environmental conditions, 
behavioral choices, and medical care. Among its conclu- 
sions are that only 10 percent of premature deaths are 
attributable to shortfalls in medical care, while 60 percent 
are associated with health behaviors and aspects of social 
circumstances and the physical environment. The paper 
encourages increased public policy attention to disease 
prevention and health promotion. 

Read more about this publication at http://www.ncbi.nlm. 
nih.gov/pubmed/ 1 19001 88 . 


TIPS AND TRICKS 

-THE SUBQUERY TECHNIQUE IN M2 

An M2 subquery enables the user to generate a list of 
values from another class of data to use as a condition 
in a Main Query. This article demonstrates how to build 
a subquery and provides a technical example using the 
Direct Care CDR Vitals data in M2. 

When building a query in M2, a user must pull all vari- 
ables (result objects and conditions) from the same class 
or data source (i.e., CAPER Detail); otherwise, the system 
will generate a ‘Cartesian Product Error’. A subquery 
allows a user to cheat this error by building a ‘sub’ query 
or a ‘mini’ query within the Main Query, which populates 
a list of values that is used by one of the conditions in 
the Main Query. The technique is useful for generating 
a list of values that would otherwise have to be entered 
individually by the user. For example, the subquery can 
produce a specific list or cohort of Record IDs, DMIS 
IDs, or Pseudo Person IDs that were generated from a 
secondary data source. 


Illustrated example begins on 
the following page 
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SUBQUERY -EXAMPLE 


Illustration/Exercise: 

In this example, a subquery will be built to find all BMIs in FY 2014 for Quantico’s (DMIS ID 0385) current 
(use FM 8) Prime enrollees. Only the result objects in the Main Query will appear in the report when ‘Run 
Query’ is selected (Figure 1). The subquery will be built in the Query Filters window and will define the popu- 
lation or cohort. Since we are interested in BMIs for current Prime enrollees, the Main Query will contain 
objects from the CDR Vitals table and the subquery from the TRICARE Relationship Detail. 

After launching Webl-RC and selecting MHS Mart M2 Universe, pull the following Results Objects from CDR 
Vitals: Blood Pressure, Sitting; ACV Group; Age Group Code; Blood Pressure, No Position; Blood Pressure, 
Standing; Blood Pressure, Supine; Record ID; Pseudo Person ID; FY; FM; Body Mass Index; and Number of 
Records. Then, add FY 2014 as a Query Filter (Figure 1). (Note: The output of this query and the Blood Pres- 
sure objects will be used in an upcoming issue’s “Tips and Tricks” section.) 

Figure 1. Main query from CDR Vitals 



The output of this query will be all records in the CDR Vitals table for FY 2014. However, if the cohort (Prime 
and enrolled to DMIS ID 0385) is also specified in the query filters in the Main Query (Figure 2), M2 will retrieve 
vitals records recorded in FY 2014, FM 8 for only those Prime enrolled to Quantico and seen at that time. 

Figure 2. BMI for patients seen in FY 201 4, FM 8 with Prime enrollment status 



However, the above conditions still do not provide the correct information for our question: “What are the 
BMIs recorded in any month of FY 2014 for Quantico’s current Prime enrollees?” To obtain Quantico’s list of 
current enrollees, a subquery must be added from the Tricare Relationship Detail. As our cohort is people, the 
Main Query and the subquery will be linked by Pseudo Person ID, which is a consistent encrypted identifier 
for each person across all files in the MHS Mart M2 universe. 

If the filters in Figure 2 were added, then remove everything except for FY 2014. In the CDR Vitals folder, click 
on Pseudo Person ID so that it is highlighted in blue, and then click on the subquery icon (Figure 3). 
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SUBQUERY -EXAMPLE 


Figure 3. Selecting a subquery 



The shaded box that appears in the Query Filters window is a subquery. (Note: In DESKI the subquery appeared 
in a separate window/tab in the query panel window.) Because Pseudo Person ID was selected at the time when 
the subquery icon was clicked, it has been populated as a link between the subquery and the Main Query. The 
critical step to remember is that everything after the “In List” (the operator) of the subquery must come from 
the same table. M2 automatically populates both sides of the operator with the selected variable, so the one 
after the “In List” (in green) must be removed (by dragging it over to the left panel) and replaced with Pseudo 
Person ID from the Tricare Relationship Detail. Failure to do this step will result in a Cartesian Product Error! 

Using objects from the TRIC ARE Relationship Detail, filters can be added to specify the desired list of Pseudo 
Person IDs that the subquery will populate, which will be fed into the CDR Vitals’ Pseudo Person ID filter in 
the Main Query. 

Now that objects are pulled from the Relationship Detail file, the subquery will identify current Prime enrollees 
of Quantico by selecting FY 2014, FM 8, Enrollment. Site 0385, and ACV Group Prime (Figure 4). M2 will 
return the subquery whose output will be a list of Pseudo Person IDs, which will then be fed into the Pseudo 
Person ID filter in the Main Query along with the other filter specifying Vitals records only from FY 2014. 
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SUBQUERY -EXAMPLE 


Figure 4. Identifying Quantico's current Prime enrollees in the 
subquery using TRICARE Relationship Detail 
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Lastly, once the data is in the report, click in the Pseudo Person ID column and select the ‘Insert/Remove 
Break’ icon in the Toolbar to create mini tables for each person. Click within the BMI column, and select the 
back arrow next to the sum icon in the Toolbar. Select Average to see the avearge BMI for each person in FY 
2014. See Figure 5 for example output. 

In an upcoming issue, this query will be utilized to create local variables using the Blood Pressure dimensions. 
Save the query for the upcoming issue or rebuild it for practice. 

Note: 

The population or cohort of interest was ‘current’ Prime Enrollees. The CDR Vitals data , like all health care 
data in M2, has a time lag. Thus, the most recent data available might be a month or two behind the most 
recent enrollment information, which is why all Vitals records for each person in FY 2014 were selected. 
Furthermore, a wide enough window should be allowed (in the example two-thirds ofFY 2014), so that there is 
a high probability that the majority of the current (FM 8 in this example) enrollees will have had an outpatient 
appointment and a reported BMI entered into ALTHA. 

Figure 5. Average BMI per person for FY 20 14 
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0 Record ID 
•"> Body Mass Index 
■“ Number of Records 
Variables 


U 

FM 

Age Group Code 

ACV Group 

Ps^Record 1 Body Mass Index 1 


2014 

2|g 

Prime 

0006121852 

29.86 


2014[ 

3 G 

Prime 

6150448 

31.15 


2014 

4G 

Prime 

6223357 

31.63 


2014 

6 G 

Prime 

6371974 

31.78 


2014 

7 G 

Prime 

6388881 

30.66 


2014 

7 G 

Prime 

6418901 

29.75 


2014 

7 G 

Prime 

6429646 




000 Average: 

30.81 


Healthcare Analytics in Navy Medicine / May-June 2014 


9 




KNOWLEDGE SOURCES 


IN THE NEXT ISSUE 


Below are upcoming conferences for professional growth 
and development. 

October 27-30, 2014: 

Health Policy Orientation - Washington, D.C. 
http://www.academyhealth.org/Events/ 

November 9-12, 2014: 

INFORMS 2014 Annual Meeting - San Francisco, CA 
http://meetings2.informs.org/sanfrancisco2014/ 

November 15-19, 2014: 

American Public Health Association Annual Meeting 
and Exposition - New Orleans, FA 
http://www.apha.org/meetings/annual/ 

February 9-10, 2015: 

National Health Policy Conference - Washington, D.C. 
http://www.academvhealth.org/Events/ 

March 18-22, 2015: 

Uniformed Services Academy of Family Physicians 
Annual Meeting - Crystal City, VA 
http://www. usafp.org/ annual-meeting/20 1 5 -2/ 

March 23-25,2015: 

The Fifteenth Population Health and Care Coordination 
Colloquium - Philadelphia, PA 
http://www.populationhealthcolloquium.com/ 


The next issue of Healthcare Analytics in Navy Medi- 
cine will focus on the migration of the MHS Mart 
(M2) Business Objects software to a new release, 
which will result in the discontinuation of Desktop 
Intelligence (Deski). The content of the next issue 
will discuss how this change will impact M2 users 
and stakeholders. The issue will also detail consid- 
erations for transitioning existing M2 reports from 
Deski to Web Intelligence (WEBI) and Intelligence 
Rich Client (Webl-RC) and identify valuable learn- 
ing and technical resources to aid the user during this 
migration. 


Editor: 

Robert D. Willis 


Managing Editor: 

C. Allison Russo, Dr.P.H. 


Presentation Designer: 

Fiz Ritter 


Contributors: 

George Miller, Veronika Badurova, 
Moira Crosby, Allison Russo 


Deputy Chief for Resource 
Management/Comptroller, 
Bureau of Medicine and Surgery 

Joseph B. Marshall, Jr. 


This newsletter is produced and 
distributed by the Program Analysis 
and Evaluation Division, Bureau of 
Medicine and Surgery under delivery 
order #N00 189-1 3-D-Z043-0001. 
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